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Preeclampsia is a progressive, multisystem 
disorder characterized by new-onset 
hypertension and end-organ dysfunction in the 
last half of pregnancy

Progression from nonsevere to severe may be 
gradual or rapid

When mother and fetus are stable and have no 
findings of serious end-organ dysfunction, an 
expectant approach with close monitoring  is 
reasonable 



Before 34+0 weeks, guidelines from major 
medical organizations generally recommend 
expectant management

At 34+0 to 36+6 weeks expectant management 
until 37+0 weeks is reasonable in fully informed 
patients because the absolute maternal risk of a 
serious adverse outcome is low

the timing of delivery should ultimately be a 
shared decision



COMPONENTS OF EXPECTANT 
MANAGEMENT

Initial in-hospital diagnostic evaluation

Outpatient care is a cost-effective option for women found to be 
stable over a period of several days 

Patients should be well-informed and understand the importance of calling for 
symptoms/signs of worsening disease

Able to comply with modified activity at home

Live close to a hospital

Have someone at home at all times to call

Able to have blood pressure measured twice daily

Antenatal visits twice a week for fetal monitoring and blood tests



ACOG considers management at home an option 
for women with preeclampsia without severe 
features as long as the patient is well informed 
and serial, frequent maternal and fetal 
monitoring are performed



PATIENT EDUCATION

Signs and symptoms at the severe end of the disease  

Monitor fetal movements daily

If a woman develops a severe or persistent headache (ie, does not 
respond to one dose of acetaminophen), visual changes, new shortness 
of breath, or right upper quadrant or epigastric pain, she should 
notify her health care provider immediately

Women who self-monitor blood pressure should be instructed about 
the correct procedure



strict bedrest is unnecessary

Restricted activity (eg, no heavy lifting, 
resting for a total of eight hours during the 
day with the feet elevated) is 
recommended

Resting in the left lateral decubitus position 
can augment uteroplacental flow



LABORATORY FOLLOW-UP 

The minimum laboratory evaluation should include platelet 
count, serum creatinine, and liver chemistries at least twice 
weekly 

Neither the rate of increase nor the amount of proteinuria 
affects maternal or perinatal outcome

Repeated urinary protein estimations are not useful once 
the threshold of 300 mg/24 hours or random urine 
protein/creatinine ratio ≥0.3 mg/mg for the diagnosis of 
preeclampsia has been exceeded



MONITORING BLOOD PRESSURE AND 
TREATMENT OF HYPERTENSION

Twice daily at home, and at least twice weekly in the office 

A sustained elevation of SBP≥160 mmHg and/or DBP≥110 mmHg for 
≥15 minutes should prompt immediate hospitalization

The use of antihypertensive drugs to control mild hypertension does 
not alter the course of the disease or diminish perinatal morbidity or 
mortality

is best avoided in most patients

Sodium restriction and diuretics have no role in routine therapy



ASSESSMENT OF FETAL GROWTH 

Early fetal growth restriction may be the first 
manifestation of preeclampsia

At the time of diagnosis of preeclampsia, sonography to 
estimate fetal weight and assess amniotic fluid volume 

If the initial examination is normal, we repeat every three 
to four weeks



ASSESSMENT OF FETAL WELL-BEING 

There are no data for the optimal type and 
frequency of antepartum fetal monitoring

We suggest daily fetal movement counts and 
twice weekly NST plus assessment of amniotic 
fluid volume, or BPP

Fetal testing should be performed promptly if 
there is an abrupt change in maternal condition 
or decreased fetal activity



ANTENATAL CORTICOSTEROIDS

Steroids is administered when the clinician 
believes delivery within the next seven days 
is likely  

Antenatal corticosteroids to promote fetal 
lung maturity should be administered to 
women <34-37W



TIMING OF DELIVERY

At 37+0 weeks of gestation or as soon as 
they develop preeclampsia with severe 
features or eclampsia, whether or not the 
cervix is favorable

Route of delivery: Based on standard 
obstetric indications



SEIZURE PROPHYLAXIS

We administer intrapartum and postpartum 
seizure prophylaxis to all women with 
preeclampsia

Approximately 100 women with preeclampsia 
without severe features and approximately 60 
women with preeclampsia with severe features 
would need to be treated to prevent one seizure



ACOG: The "clinical decision of whether to use magnesium sulfate 
for seizure prophylaxis in patients with preeclampsia without 
severe features should be determined by the physician or 
institution, considering patient values or preferences, and the 
unique risk-benefit trade-off of each strategy

Magnesium sulfate is usually continued for 24 hours postpartum. In 
most women who have preeclampsia without severe features, 
therapy can be safely discontinued after 12 hours.
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